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F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 302

ss=0 | HIGHEST WELL BEING

Each resident must receive and the facility must
provide the necessary care and services to attain
or malntain the highest practicable physical,
mental, and psychosoelal well-iging, in
aocordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not mat a5 evidenced
by.
Based on medical record review, observalion,
and interview, the Tacillly failed to Tollow
physiclan's orders for one resident (#88) of

What corractive action will be
accomplished for those residents
found to have been affected by the

twenty-four residents reviewed. deficient practice?
Xanax 1mg was administered to resident #88 | 3/18/13

The findings included: outside blood pressure parameters on 3/18/13

Patient experienced mlid sedation for 2¢ hours
Resident #38 was admitted 1o the {acility on with no slgnlficant harm to the resident,
March 16, 2013, with dtagnoses including Counseling was giveh to the nurse on 3/18/13
Hypertension, Back Pain, Coronary Arlery . wha administered the medicatlon outside of
Disease, and Chronic Obsiructive Pulmonary paramesers.
Disease.

Bowe will the facility identify other residents
Medical record review of the Physigian's Orders Y oy E

. having the potential to be affected by the

dated March 16, 2013, ravealed "..Xanax same deficient practice and what ot
(anxiety)...1 mg (milligram)..-1 tab po {by mouth) A corrective

action will be taken?

with meals...Hold for sedation, decreased RR
{respiratory rate) or SBP (systolic klood pressure)
{less than) 100.."

Al'TCU nurses were Informed of the deficiencyl 3/27/13
details by 2/27/13. Education by the DON
Intluded: following MD orders completely,

Madical record review of the vital signs dated reviewing orders daily for any changes, reading
March 18, 2013, at 7:40 a.m., revealed the blood comments in the Electranic Medication System
pressura was 98/56. that may pertain to the medication and that
medication parameters must be followed
Medical record review of the Electronic Clinical before administering.
LAEDRAT] IREGTOR; a-)= DERSUPPLIER REPRESENTATIVE'S SIGNATURE 111'?, (B)DATE
i 7?mg 7)), p (i . VF(czo Y4l

Any deficlensy sla t ending Vith an asferisk %) denales a defictency wiilch the Insfiufion may be excused from carresling provikling 1t is detesmined that
other safeguards pladide suflicient protection to the patients, (Sea instructions.) Excapt for nurslng homes, the indings stated above are disdosable 90 days
following the date of survey Whether or pot a plan of correctlon s providad. For nursiag homes, the atove findings and plans of sorreclion are disdasabie 14
days following e data these documents are made availabla to the faclily, if deficlenclos are cited, 2n approved plan of cotrection [s requistis to conlinued

program partcipation,
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F 309 | Continuaed From page 1 F 309
Summary Medication Administration Record What measures will be put Inta
3 place or what
deted March 18, 2013, revealed Xanax 1 mg was systemic changes will be made to ensure the
administered at 8:45 a.m. deficient practice does not recur?
A medication administration MAR raview 3/27f13

Medical record review of a Physician's Progress
Nala dated March 19, 2013, revesied
'...decrease} Xanax {sscond to) lethargy

has been nitiated; this will identify
medications with paraimeters and the

{drowslness)...” appropriate administration on z dally basis.

The charge nurse: of the shift will review 50%
Medical record review of a Physician's Qrder of the census of that shift, The DON wil)
dated Mareh 19, 2013, revealed “., Xanax monitar this for 2 minimum of 50 days to
0.5mg...T {ab po with meals...hold for sedation, assure compliance,

decreased RR or SBP {less than) 100...”
tlow wifl the corrective action he monitored

Observation on Mamh 18, 201 3. at2:00 p.m., tn ensuie the deﬁu‘gﬂt ractice does not
3:00 p.m., and 4:00 p.m., revealed ihe resident recur? "
lying on the bed with eyes closed. ‘the DON will do progressive counseling for

any nurse who does not follow the carmract

Qbservation on March 19, 2013, at 7:45 a.m., practice for administering madications,

revealad the regident lying on the bad with & \
close [f c ontinufd obg;rgaﬂortihr%vaafec; them The BON will continue to do randor autits

resident woutd awaken when name was called, of the Medication Administration Records Ul
but then ¢closed eyes again. for an additional 3 months to assure complian

is maintalned.
Observation on Mareh 19, 2013, a£9:00 a.m, and
12:30 p.m., revealed the residaent lying on the bed
with eyes closed.

Interview on March 19, 2013, at 3:30 p.m., with
the Director of Nursing {DON), in the DON's
office, confirmed the Physlclan's Orders wera net
followed.

F 314 483.25(c) TREATMENT/SVCS TO F 314
‘s85=p | PREVENT/HEAL PRESSURE SORES

Baczed on the comprehensive assessment of a
resident, the facility must ensure that a resident
who enters the facility withoul pressure sores

FORM CS-2567(02-98) Previous Varalons Obsolels Evanit 1D: UTNEY Faclity [0: TNB205 [f continuation shast Page 2 of 12
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DEFICIENGY)
F 314} Continued From page 2 F 34
does not develop pressure sores unless the
individuals clinical condition demonsirates that
they wets unavoirdable; and a resident having
pressure sores raceives necessary freatment and
services o premate hezling, prevent infection and
prevent new sores from daveloping.
E,':'S UIREMENT i3 not matas evidencad What tarrective action will he acdomplished
Based on medical re¢ord review, observation, for those rasidents found ta have been
and Intervlew, the faciity falled to follow afiected by the deficlent practice?
physiclan's orders for wound care for thres Resident 87. An order for wound care was 3/19/13
residents (#87, #97, #08) of twenty-four residents not present, and the resident was receiving
reviewad. treatment. An order for wound care consult
was obtained at 16:11 an 3/19/13 and
The findings included: physician orders were obtained and Inltlated
. . on 3/19/13,
Resldent #87 was admilted to the facility on
March 15, 2013, with diagnoses Including Residents 97 and 98. Awound care consult | 3/19/13
Freumonia, Deep Vein Thrombosts, was done and grders inltiated. Barrier
Anticoagulant Use, Sfage 2 Pressure Ulcer, and :
Congestive Heart failure e ointments were not dacumented as ordered.
g ) - |A skin assessment was complated an 3/19/13.
Medical record raview of the elecironic Nursing The wound care had not been done as ordered
Notes dated March 16-19, 2013, revealed the .bUt the wounds on both residents were
reskdent received treatment for a Stage 2 improved.
Pressure Uleer of the left gluteal (buttock) area
with Alos Vesta (a medicated ointment used to |How will the facllity identify other residents
treat pressurs vlcers). Contintted medica) record having the potential to he affected by the
review revealed no corresponding Physicians |samae deficlent practice and what action will
Qrders for pressure ulcer freatment were present. he taken?
] ) All TCU nursas were Informed of the deficiencyt 3/27/13
Observation of the resident on March 18, 2013, af and counseled on following physician’s orders
?e:;sclp?v;g ?;{gﬁgﬁ;@%’:ﬂ’ﬁﬁ?ﬁﬁﬁng and the appropriate documentation of
£ Wi treatments by 3/27/13. Educati the DO,
1.0 em {cubic cenfimeters) x (by) 0.5 cm x 0.0 ents by 3/27/13. Education by the DON
cm on the right lateral cocgyx, and a second
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cohsulted.

Medicat record review of a Weund Care Consult
dated March {2, 2013, revealed "...Right medicat
iut {buttock) with stagie Il pressure ulcer 2 (em) x

sl sunsmmsgrr;rWEw asoggggsmog"u%‘gs LL o (ﬁ%ﬂmﬂ?&?n SHOULCI)JNBE comeLanoN
EACH MUS FU PREFTX
H?-ﬁf;m REGU{ LATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
F 314 | Confinued From pags 3 F 314 }and Wound Care Nurse Included

Stage 2 pressure uloer maasiting 1.0 om x.10 verification of the wound care orders,
cm ¥ 0.0 cm on the left lateral coooye treatment $o be administered, and

. ) ) where In the Electronle Health Record
Interview with the Director of Nurs;ng on March this treatment Is 1o be documented.
19, 2013, at 4:30 p.m., inthe conference room, this will be d it Verificats
confirmed the facility had failed fo obtain that n':aat;e:: '?v:sa zzrihlr:-ted wiilnta:emn
Physlelan’s Ovders for freatment of the wound, : P

done by going to the wound cate treatment
Restdent #97 was admitted to the facllity ory order note to verlfy campletion of treatments.
March 11, 2013, with diagnases including At shift change hand-off nurses wil
Respiratory Fallure, Congestive Heart Failure, communicate and veriiy all wound care
and Chronic Kidney Disease Stage IV. has heen completed as ordered.
Review of the Braden Scale {10 or above high hat measures will put Into place or what
risk)} dated March 11, 2013, revealed the resldent emic chranges will be made to ensure
was af mmoderate rlsk for the developraent of that the dafitient practice does not recur?
pressure ulcers., Al patients admitted with skin defldendies T1/4/13
. . putli have the skin assessment reported by
Medical racord review of a Clinical Note dated the admitting nurse to the shift leader and
giarch [}I kégggg?j‘{ﬁi‘:‘%irggggg‘;d p?‘e sent the shift leader will assiire 3 wound care
fage 1

on admission and wound care would be consult or physiclan Is notified of the

ssessment within 24 hours of admission
f arders are not present at admission to
reat the skin deficiencies. The MDS
oordinator will review 160% of patients
dmitted with a decubitus or skin

FORM CMS-2567(02-03) Previous Veraions Obsolele

1.9 (em} x 0.2 {(cm) periwound denuded scant Heflclency for compliance of the completion
amount of drainage noted...recommend Trlad bf the wound care consult er evidence of
ointment {protective cintment) every 8 hours and MO notification for arders and that wound
PRN {as nieaded)...” cara is documented for order. This will be
done for 90 days.

Medical record review of a Physician's Qrder
dated March 12, 2013, revealed the pressure
ulcer to the butiock was to be cleansed and Triad
was 10 be applied every eight hours.
Medical record review of the elacironic Treatment

Event ID:UTNES Facllity D TNS20S If confinuation sheet Paga 40f 12
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Order Notes revealed the pressure ulcer was
trested with the Triad bwice daily from March
12-18, 2013,

Obsetyation ¢n March 19, 2013, at 4110 p.m.,
with Licansed Practical Nurse (LPN) #1 revealed
the resident lying on the bed, Contined
obsarvation revealed the resident was positloned
on the left side, the incontinence brief was
remaved ravealing a wound on the right butioglc
Observation and Inferview with £PN #1 on March
19, 2013, at 410 p.m., revealed the wound was
described by LPN #1 as a Stage |l pressure uleer
measuring 0.3 em X 0.5 ¢m with less than 0.2 cm
in depih. )

Interview on March 19, 2013, at 3:35 p.m,, with
Registered Murse (RN} #1, In the conference
room, revealed the resident received wound care
twice a day fram March 12-18, 2013, and
confirmed the resident did not receive the Triad
ointment fo the pressure ulcer every elght hours
as ordered by the physician.

Reslident #08 was admitted {o the facility on
March 14, 2013, with diagnoses induding
Hypertenslon, Hypothyroid, Diabstss, Coronary
Artery Disease, and Pressure Licer,

Madical racord review of the Braden Scale dated
March 14, 2013, revaaled a score of 11,

Medical vecord review of a Progress Note dated
Marc¢h 18, 2013, revealed *..Wound Gare
Consult-Right megial glut (buttock) sfage 1l
pressure ulcer 1.2 (om) X 4 {em) x 0.2 (cm) with
pink maist wouind bad. Cocoyx with three stage I
pressure areas measuring 0.2 em fo 1 cm in

X4 ID SUMMARY STATEMENT OF DEFICTENCIES [[s] PROVIDER'S PLAN OF CORRECTION {48}
FREFIX {EACH DEFICIENGY MUET BE PRECEDED BY FULL PREFLL {(EACH CORRECTIVE ACTION 8HOULD BE COMPLETION
TAG REGULATORY OR L3C IDENFIFYING INFORMATION) . TAS CROSS-REFERENCED TO TME AFPROPRIATE OATE .
DEFIGIENCY]
F 3141 Confinued From page 4 F314

How will the cotrective action be monitored
to ensure the deficient practice doesnot
recur?y

The DON will do progressive counseling for
any nurse who dees not follow the correct
practice for initiating a wound care consult
or notifying the MD of skin deflclencles if
orders are not present.

FORM CMB-2667{02-9%) Prenious Verslons Qhsolets Bvenf [D:UTNELT
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06y 1D SUMMARY STATEMENT OF DEFICIENCIES

PLAN OF CO ON
FROVIDER'S OF CORREGTH mmrp-‘LﬁE]n -

{EACH CORRECTIVE ACTION SHOULD BE
CRO$S-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGCY)

D,
PREFIX (EACH DEFIGIENCY tiUUST BE PRECEDED BY FULL PREFIX
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG

F 3141 Continued From page 8 F 314
diameter 0.1 cm depth, Scant amount of
serosangious drainage. Patient very resistant to
repositioning...”

Madiczl record review of a Physician's Order

dated March 15, 2013, revealed "...Wound Care;

Stage Il pressure ulcer right medial

buttocldeocayx Cleanse with soft wipes...pat dry,

ﬁgply Triad olntment to affected area avery 12
urs..."

Medical record review of a Frogress Note dated
Mareh 19, 2013, revealed *...wound care
consult-right medial gluf stage I pressure ulcer
1.2 (em) x 1 (cm) X 0.2 (cm) wound bed pink
moist-periwound intact—coccyx stage Ii pressure
ulcer 1 {om) x 0.4 {em) x 0.7 {cm) with 100%
granujation...patient incontinent which is
contributing to skin hreakdown-recommend no
diapers...kaap off affected areg as much as
possibls...recommend versa care bed.”

Medical recovd review of the Progress Note dated
March 20, 2013, revealed "...\Wound Care follow
up-Right medial (buttock), cocovx...stage Il
pressure uleers remain unchanged from 3M8/13
visit-Patient has versa bad in place to assist with
preventing shearing and frictien..."

Medical record review of the Electronic Treatment
Order Notos revealed freatment o the pressure
ulcars documented one lime a day on March 15,
16, 17 and 18, 2013.

Observation and Interview with Registered Nurse
#3, on March 20, 2013, a{ 3:00 a.m,, revealed the
resident had a Stage Il pressure uleer to the right
buftock and to the cocoyx.

FORM CMS-2667{D2-29) Previcus Yorsiong Obuolela Evart (D UTNETT Facllty ID: TNS20S If continuation sheet Faga 6 of 12
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Interview on March 19, 2013, at 3:40 p.m. with
Reglstered Nurse #1, in tha conference room,
cohfirmed the wound freatment was not dona zs
crdered twice a day,

F 371 | 483.35(i) FOOD PROCURE, F371
ss«F | STORE/PREPARE/SERVE - SANITARY

The facility must -

(1) Procure food from sources approved or
considered satisfactory by Federal, State or loeal
authoritios: and

{2) Slore, prepare, diskribute and serve food
under sanitary conditions

This REQUIREMENT s not met as evidenced

by:

Based on observalian, review of Tacility policy, ) N .

and interview, the facility failed to provide saﬁ"m }Mhat carrective action will be accomplished

storage of food and equipment. or the residents found to have been affected
Ly the deficient practlea?

The findings included: All items identified in F tag 372 were discarded
immediately. No harm occurred %o any paﬁenw\

Observation of the dietary department on March

18, 2013, from 10:30 2.m. untl 11:30 a.m,., Howr will the facility iderstify other resldents

revealed the following openad, undated, and havingthe potential to be affected by the

available for use: same deficient practice and what corcective
action will be taken?

Buttermilk biscuit, § pound box epen The staff members that were delinquentin  [3/18/13

C:;r:ab;?fn T:lg'l ;5 pound box under the properly labeling and stering food on 3/18/13

b . were immeadiately counseled by the digtar

gl))[';s ounoe peanut butter Jars on the preparation direcror. Education with the :eymainder of‘;he

nutritfonal services staff was donhe by the
tietary supervisor and was completed by

FORM CMS-2687{02-99) Previnus Versions Obsniate Event ID:UZNET1 Faclity ID: TN6205 If contimration sheet Fage 7 of 12
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olaD SUMMARY STATEMENT OF DEFIGIENGEES D PROVIDER'S PLAN OF CORRECTION o
PREKI CH DEFIGIENGY MUST BE PREGEDED BY FULL PREFD! (EACH CORRECTIVE ACTION SHOULD BE OQHPLETION
T.aex Fgéummﬂ? othacr.\:sc IDENTIFY NG INFORMATION} TAG . GROSS-REFERESIEEHEIEEICT%EAPFROPRMTE DATE
F 371 Continued From paga 7 F 3711;.4-13 to include proper 1abeling and
16 0z _whipped topplng in dispensing bag in the rage of food products,
7each in cooler y 4-4-13, 2ll nutritienal services staff 1/4/13
{4) 19.25 oz hotties of Vanilia, Rasberry, and re given information sheets on
Carlrnei plate decorating syrups in the reach in ppropriate temperatures for coolers
coniel.
Banana extract 16 oz. i the reach in cooler ad freezers. )
Orange extract 16 oz. in the reach in cacler hat o i
1 gallon liquid butier under the preparation table hat g;f;::m'::; ”M“; "?:"nf;z?tzr
Further obsarvation revealed a box of forty-elght nsure th;" the deficlent practice does
four ounce hamburger patties stored over four ot recur?
containers of cooked macaroni and chesse ln the n addition ta the dally coolers/freezers B/23/13
waik-in codler. . armperatyre log checkiist, a dally check-off
Ist was Implemented on 3/23/23 for the
Review of faciiity polisy, Food and Supply Storags letary supervisors to check all coolers
Procedures, last revised on January 2012, nd freazers 1o ensure food Is Iabeled
revealed, ...cover, {abal, and date unused nd stored per policy.
portions and open packages...Thew meais in the
cocler. Raw ingredients must be stored helow How will the carrective actions be
cocked preducts...” monitored to ensure the deficient practice
Interview with the Dietary Su . March Hoes not recur?
NIErview g Digtary Supervisar on varc Ihe new process is the Dietary Director or
18, 2018, at 11:35 am., in the dietary department, ,esignee?ﬁu review the dail\?::heck-oﬁform
?{Ziimw%d the %%etépa%kage;ﬂefgﬁ were not {veekly to ensure the deficiency doas not reaccur.
a en opaned ana con o raw The dietary directer will do progressive
hamburg_e r patiies were stored above the cooked counseling for any staff member that does
macaroni and chesss I the walk-n cooler. [ ot Tollow cedure for laball
F 441 | 483.65 INFECTION CONTROL, PREVENT F441)° | P’""f"ff i;"’ ure for labeling
a5=n SPREAD,- L‘NENS §nd storage or tood,
The facility must establish and malntain an
Infectian Control Program designied to provide a
safe, sanitary and comfortabls environment and .
to help prevent the development and fransmission
of disease and infection.
{a) Infection Gontrol Program
The facility must establish an Infection Control
FORM GMS-2557(02:98) Pravious Versions Obsdlate Event 1D UTNEN FaeMylr THA20G If confinuation sheet Paga 8of12
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Program undar which [t -

{1) Investigates, cantrols, and provents infections
in the facility;

(2) Decides what procedures, such as isolation,
should be applied to an individua) resident; and
(3) Maintsins & record of incidents and corraclive
actions refated to infactions.

{b} Preventing Spread of Infaction

(1) When the Infection Control Program
detenmnines that 2 resident needs isolation to
prevent the spread of infecton, the facility must
izolate the resident. - p
{2} The facility must prohibit emplayses with a
cammunlcable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

(3) The facility must requira staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepfed
professional practice.

hat corrective action has been

lished for those residents found
Personnel must handle, store, process and pecomy ‘
{ransport finens so as ta prevent the spread of to have been affacted by the defident

infection. practice,
The isolation breach was reviewad with 3/20/13

nurse #4 onh 3/20/13, Patient had a history of
C-Diff and MRSA. Antibiotic therapy was

{c) Linens

This REQUIREMENT is not met s evidenced completed on 3/15/13, Post antibiotic therapy | 3/15/13
by patient was asymptomatic and no adverse
Based on cbservation, and interview, the facility outcome was noted for resident #82,

| failed to follow infection contre} standards for
contact isolation for ohe reslident {82} of twenty-
four residents reviewed.

The findings included:
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Observation on March 19, 2013, af 2:00 pm., In having the potential 1o be affected by the
the hallway oufside the resident's room, during same deficient practice and what corrective
the medicatioh pass, revesled the resider was in action will ke taken?
contact isolation for Clostridium Difficile ( 2 iurse #4 received re-education of the 3/20/13
confagious gastrointestinal illness spread by N .
contact) and for MRSA (Methicillin Resiatant cusrent Isolation pallcy and pracedureand
Staphylncﬂccus Aureus, a dl‘ug resfsiaﬂt recejved munse"ng on 3/20!13- Bv 4-5-2013, 4,’5/13
contagious bacteria spread by airbomme droplets the remainderof the TCU staff rer.‘Ew:ed
or direct contact). Continued vhservation In-services by the DON and the Infection
reveated, RN # 4 donred personal protective Preventton Practitioner on isolation policles
equipment {PPE), surgical mask, gloves, and and procedures. '
isolation gown, entared the resident's room, :
made physical contact with the resident as What measures will be put Into place
medications were administered, than-exited the or what systemic changes will be made
room wearing the contaminated PPE and to ensure that the deficfent practice does
obtained a hand held bar code scanner from the not recurd
medication tart in the haliway, refurned {o the < ; :
resident room, scannead the residont armband, gg:e[;\?;:i::: ﬁ?rsggﬁﬁ?oﬂn?;fﬁﬁw aaie3
/:4
anij returned the bar ¢code scanner ta the PPE and cormoli .
. . pliance of Isolation policy
medication carl. Continued ohservation revealed and dure, Laminated s q
RN #4 cleansed the top surface of the cart and procecure, Laminaied signs were made |
bar code scanner with sanitary wipes while on 4/3_{13 and added {o the isolation equipment;
wearing contaminated PPE outside the resident’s on patients door that show the proper way
room. Continued observation revealed RN #4 to remove prntectfve Isolation PPE, Slgns also
keld a clipboard with the cantaminated left hand posted in the medication room,
glove, as RN #4 cleansed the oart and barcode
seanner with the right hand. Continued How will the corrective actions ke
vhservation revealed RN #4 replaced the monitored to ensure the deficient
clipboard on top of the cleaned medication cant practice will not recur?
with tha contaminated left gloved hand. Unanhnounced obsesvations upon rounding
will ke petformed by the Infection
inter\.:ia\tr;] “dthh“RN #4 cfm'gﬂatl;:h 19, é'ZUr‘ll t:';. at 2:08 Pre\rengon Practltioier ar designee weekly
p.m. in the kaliway oufside the resident's room, :
confirmed the RN #4 had falled to follow the e e N
facility's contect isolation protacols. The resultswill be reviewed monthly to .
F 614 483.75(1)(1) RES - F 514 ;etermine if this was a deficient practice
88=D | RECORDS-COMPLETE/ACCURATE/AGCESSIB or an Isolated event
LE ’
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The facility must maintain clinleal racords on each
resident in accordence with aceepted professional
standards and practices that ave complete;
acourately documented; readily accessible; and
systematically organized.
The ciinlcal record must contain sufficient
information to identify the resident; a record of the . )
resident’s assessmants; the plan of care and What corrective action witl be aceomplished
services provided; the results of any for those residents found to have been
preadmisslon screening conducted by the State; ffacted by the deficient practice?
and progress notes. Resident #88's blood pressure was taken
hefore the 8:22 am dose of Xanax was
drainistered, blood pressure was 202/68,
Ehis REQUIREMENT is not met as evidenced nel this was not documented on the MAR.
Y- . i Blood pressure paramaters state to hold
Based on medical record review, obssrvation, anax If systollc blood pressure is 100 or
and interview, the faclity failed to ensurs an below. Blood pressure was hot recorded
accurate medical racord for one regident (#88} of i :
twenty-four resldents reviewed to reflect this. Counseling was glven to the 3/18/13
' nurse on 3/18/13 whe did not record BfP
The findings included: prior to giving medication.
Resident #88 was admitted fo the facllity on How will the facllity Identify other residants
March 16, 2013, with diagnosas Including faving the same potential to he affected
Hypertension, Back Pain, Corenary Artery by the same deficlent practice and what
Disease, and Ghronic Obsiructive Pulmonary corvactive action will be taken?
Disaase. The other TCU nurses were informed of the  3/20/13
deficlency on 3/20/13 and by 3/27/13, the
Medical record raview of the Physiclan's Orders DON educated the remaining TCU nurses
dated March 16, 2013, revealed “...Xanax pa docurnentation and medication 3/27/1%
{enxiety)...? mg (miligram)...1 tab po (by mouth) arameters. .
with meals...Held for sedation, decreased RR i
(respiratory rate) or SBP (systolic blood pressute)
(less than) 100..."
Medical recard review of the vital signs revealed
EventiO;UTHNETT Facllty (p; TNB20S If canfinuatian sheet Page 11 0f12
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Medical racard review of the Medication .
Administration Record dated March 18, 2013,
revealed the Xanex 1 mgwas inilialed as
administered at 8:22 a,m.

Interview on March 19, 2013, at 3:00 p.m,, with
Licensed Praciical Nurse (LPN) #2, in the nursing
station, confimed LEN £2 obtained the blood
pressure prior to admintstering the Xanax but did
51181 2a;leoﬁcument the resulis of the blood pressure of

A medication administration MAR review form
has been initiated: this will identify medications|
with parameters and the appropsiate
iadministration on a dally basis. The charge
nurse of the shift will review 50% of the
cansus of that shift. The DON will monltor
this for a minimum of 90 days to ensure
comnpllance,

How will the carrective action ke
monitored to ensure the deficlent practice
does not recur?

The DON will do progressive covnseling for
fany nurse who does not follow the

correct practice far administering
medisations.

1The BON wili continde to do random audits
of the Medlcation Administration Records

for an additional 3 months to assure comphiance
l(s maintgined.
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” SUNFARY STATEMENT OF DEFICENCIES D PROVIDER' FILAN OF GORRECTION o=
L {EACH DEFICEENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CopgLETIoN
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F 514 | Confinued From page 11 F o514 wh b " :
t&e blogg pzaro-.:l;;ure was 92/80 at 8:00 am. oh wh::s?:tz;‘:;:; 'ng:s f“‘;:l ::“nfag?t:r
' ) lensure the deficlent practice doas not recur.
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